Condition on Admission.-Swelling and thickening of mucous membrane of palate apparently connected with a carious right upper lateral tooth and simulating a chronic palatal abscess.
Treatment.-January, 1922, nitrous oxide administered. Right upper lateral tooth extracted (followed by a discharge of pus) and mucous membrane of palate incised. On exploration of the palate with a probe bare bone was detected and at one place an absence of the bony palate, the probe apparently passing into the nose.
A few days later an X-ray was taken with a probe in situ and this revealed a cavity (about the size of a walnut) projecting into the nasal fossa (see figure, p. 75). The remaining carious teeth were subsequently removed.
May 12: The cavity was opened into from the palate, explored, lightly scraped and plugged.
A few weeks later, to allow better drainage, the cavity was opened up a little more freely (under nitrous oxide) and a counter-opening made through the alveolus above the lateral incisor tooth-socket. After-treatment.-Plugging discontinued after a few days and syringing after meals substituted.
Remarks.-This at first appeared to be a case of a chronic palatal abscess with necrosis arising from a carious upper lateral incisor tooth; no bulging of the bony walls of the palate or maxilla could be detected.
The diagnosis of dental cyst was only suggested after an X-ray had been taken with a probe in situ. A SATISFACTORY definition of what constitutes a difficult extraction is not easy and the term has only a relative value, for as Mr. William Guy says: "Cases regarded as difficult will be in inverse ratio to the skill and experience of the operator." Difficulties, however, from time to time present themselves even to the skilful and experienced. Experience enables one to foresee what is likely to be. a difficult extraction, but apart from this every extraction should be undertaken on the assumption that it may be a difficult one until it has proved otherwise.
Some extractions only become difficult as the result of futile attempts at extraction, each attempt having the effect of nibbling away portions of the root and rendering more difficult the adaptation of an instrument to the remaining portion.
The difficulties of an extraction are due to anatomical and pathological conditions of the teeth and jaws, such as misplaced and mis-shapen teeth, divergent and exostosed roots, impaction of teeth, trismus of the jaw. None of these conditions is insuperable and when recognized can usually be dealt with by appropriate methods. The difficulty lies chiefly in the want of adaptability of the instruments at our disposal for accomplishing the task.
Ten years ago I read a paper at a British Dental Association 1 meeting on "Some Types of Difficult Extraction"; the types then explained still remain the types that give rise to difficulties. The difficulties of this fracture do not arise, as a rule, when the bone is softened by disease and in these cases forceps will usually be serviceable, or a straight-elevator may be forced through the outer alveolus below the apex of root (guided by a sinus when present) and employed to force the root towards the orifice of the socket ( fig. 1c) 
(III) HOLLOW MAXILLARY MOLARS WITH BULBOUS CROWNS, AND STOUTLY IMPLANTED IN THE JAW (USUALLY FIRST MOLARS).
The difficulty encountered in the removal of these teeth lies chiefly in the want of a suitably designed instrument. Upper root forceps (Read's) often fail in these cases because their handles must be so far separated for the blades to enclose the remains of the tooth-crown., that control over the instrument in carrying out the extractive movements is greatly hindered. The blades of this instrument are also too slender for obtaining a firm grasp on the root of the tooth, and frequently too springy for maintaining a firm grasp throughout the extractive movements. Upper bayonet forceps allow of greater separation of the beaks, with correspondingly less divergence of the handles, but the increased distance from the tip of the beaks to the joint introduces the factors of loss of power and impairment of the sense of touch. Some years ago I had an instrument made to overcome the wide separation of the handles that is necessary in using the present forms of root forceps on a broad root. The instrument was devised on a stouter plan than the usual forms of root forceps, and the relative gain in wider separation of the blades with less extensive excursion of the handles was brought about bytwo factors: (a) the beaks of the instrument were set less closely together and (b) the handles lay in contact, thus allowing greater separation of the blades with corresponding less divergence of the handles. My original idea was to go further than this, and allow the opening of the blades to commence even before the handles were at zero (i.e., together), by having one blade fenestrated and capable of allowing the other solid blade to pass through it in its excursion. This, however, entailed difficulty and expense in manufacture, so I intended to try first the simpler modification.
(IV) HOLLOW MANDIBULAR MOLARS.
These teeth when firmly set in a dense mandible present difficulties similar to the corresponding teeth in the upper jaw. The neck of the tooth is insufficiently strong, or there is not enough of it, to permit the use of full molar forceps and the blades of root forceps are not sufficiently capacious to enclose the bulbous crown of the tooth and simultaneously embrace its roots.
An instrument was devised many years ago to overcome this difficulty, I believe by Mr. Leonard Matheson: the blades were hollowed out to enclose the crown of the tooth, and the ends of the blades were left parallel or even slightly everted to obtain a grasp on the root of the tooth. The hollowing out of the blades served the purpose of preventing the bulbous crown of the tooth from being crushed, but the parallel or everted tips of the blades obtained but a poor grasp on the root of the tooth, either diverging from the root or securing only an edge contact at the rneck of the tooth.
An instrument I designed for the same purpose is of heavier build than the ordinary root forceps; the beaks are hollowed out to avoid encroaching on the crown of the tooth and the tips of the beaks do not quite approximate.
There is no need for the close approximation of tohe blades in this type of tooth as the difficulty here is not that of fracture of the tooth, but of obtaining a firm hold on strong molar roots in a dense jaw and avoiding a bulbous and perhaps frail crown.
I have found this instrument most serviceable for mandibular molars with hollow crowns and firmly implanted roots, where ordinary root forceps would encroach on the tooth crown and be prevented from grasping the root of the tooth, or even if they grasped the root would probably bend under the necessary strain put upon them.
This instrument is very useful also for artificially " crowned " lower teeth and for impacted third mandibular molar teeth.
(V) HOLLOW MAXILLARY INCISORS. In order to remove a tooth from its socket, the socket must usually be dilated to a variable extent. This dilatation is generally accomplished by movements applied to the tooth, the root of which becomes in fact an extension of the forceps. The type of tooth under discussion is, however, too frail to be used as a dilating force, consequently some other method must be employed for dilating or opening up the tooth socket.
The fact that this type of tooth has given rise to difficulty is evidenced by the many devices employed for its removal, e.g., temporarily filling the root, or the use of an instrument known as the screw.
Temporarily filling a root produces only a false solidity, and a root sufficiently strong to withstand the internal strain of the screw instrument would with no greater risk withstand the external strain of root forceps if intelligently employed.
The following methods may be employed for this condition:
(a) The bone around the root may be trenched or trephined by pressing the blades of fine root forceps up to the apex of the root, avoiding any pressure on the root by having the blades opened sufficiently wide to clear its margins. After a gutter or trench has been prepared around the root, the root may be lightly and cautiously grasped and allowed to fall out almost by its own weight ( fig. 2A ).
(b) If the root breaks up even under these precautions, the method of raising its apex, often the only solid part, by an elevator passed through the alveolus may be tried.
(VI) PALATINE ROOT OF MAXILLARY FIRST MOLARS. This is usually the most difficult of the molar roots to localize when carious or fractured below the gum. An empty buccal socket forms a guide to its outer margin, but owing to its obliquity the inner margin of the root cannot easily be detected. Curved root forceps such as Read's are apt to slip off the palatine margin of the root towards the centre of the socket (fig. 2B) .
A pair of upper narrow incisor forceps is often the best instrument for the removal of this root, the axis of the root is more easily obtained with this form of instrument and there is not the same tendency for the blades to slip towards the middle of the socket. (VII) IMPACTED MANDIBULAR THIRD MOLARS.
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These can usually be removed with forceps provided the covering bone is thin and there is some indication of the position of the tooth. The blades of the forceps are widely opened and driven down to the hilt in the opened position and only cautiously closed when they are felt to embrace the crown of the tooth. Slight lateral and rotatory movements are then applied, the distinctly backward curve that the roots of these teeth often possess being borne in mind.
Full molar forceps can be employed if the crown of the tooth is discernible through the gum, otherwise strong root forceps will obtain a deeper reach. It may be necessary to embed the entire beak of the instrument before a firm grip of the tooth can be obtained, and the forceps must be firmly retained in this position throughout the loosening of the tooth.
Most mandibular third molars that can be removed with an elevator can be removed equally well with forceps. If the tooth be rotated or otherwise lie in such a position that a grasp with forceps is unattainable, the overlying bone must be removed before the tooth can be raised.
When the tooth is deeply embedded in the jaw, it will be necessary to gouge away some of the overlying bone to expose a portion of its surface, it may then be dislodged by an elevator if forceps are unadaptable. This procedure is, however, rarely necessary, as teeth deeply embedded in the jaw seldom give rise to discomfort.
The extraction of a sound mandibular second molar, as a preliminary to the removal of an impacted third molar in the quiescent stage, can rarely be necessary or justifiable; although it may undoubtedly simplify the operation. But its extraction for severe symptoms arising from an impacted third molar may sometimes be justifiable on the following grounds:-
(1) The removal of a badly impacted third molar is an operation requiring a certain amount of preparation of the patient beforehand and of arrangement as to the carrying out of the operation.
(2) The relief of pain and mitigation of sepsis afforded by the extraction of the second molar will conserve the patient's strength, permit the operation to be undertaken under more favourable conditions and assist in the subsequent drainage.
